The underlying aetiology of PCI, ie, mesenteric ischaemia or bowel infarction, is then the presenting disease. The natural course of PCI, except when it is secondary to bowel ischaemia, is usually benign. It has been suggested that gross pneumatosis and pneumatosis lasting longer than a few days also implies a benign course. Many cysts disappear spontaneously and may never come to notice.
The diagnosis of PCI is usually made on a plain X-ray of the abdomen, on which it appears as translucent clusters along the margins of the bowel wall. On endoscopy the sub-mucosal cystic lesions project into lumen like multiple polyps, which tend to bleed on contact. Barium enema shows multiple rounded filling defects and the picture can be mistaken for polyposis, carcinoma or ulcerative colitis. Ultrasound shows a thickened bowel wall with multiple cystic lesions and is more sensitive than a plain radiograph. Computed tomography is most sensitive but not used for routine clinical evaluation.
The treatment of pneumatosis secondary to ischaemia requires prompt resection of the affected bowel. Box 2 enumerates factors which suggest bowel ischaemia or gangrene in a case of pneumatosis. These patients have a poor prognosis and should undergo urgent laparotomy. In its 'benign' non-ischaemic form, PCI rarely requires treatment unless symptomatic in which case metronidazole, amoxycillin or hyperbaric oxygen can be used. However, as the 'benign' form is often self-limiting it is doubtful whether any treatment is required at all. A 79-year-old man, widowed one week, presented to the Accident and Emergency department unconscious following a grand mal epileptic fit. His daughter described episodes of peculiar behaviour over the last six months, including one lasting 30 minutes when he woke from sleep shouting "I must save Mr Gorbachev". Laboratory results were as follows: urea: 8.0 mm/l (normal <6.7 mm/l); electrolytes: sodium 141 mm/l (135-145 mm/l), potassium 4.7 mm/l (3.5-5.0 mm/l); blood sugar < 1 mm/l. Electrocardiogram showed left bundle branch block. He was admitted to hospital. Two and a half hours later he became violent and abusive. A bedside finger prick blood glucose BM Stix was < 1.7 mm/l. Questions 1 What is the most likely cause of his presenting symptoms? 2 What diagnoses should be considered and why?Answers QUESTION 1 Recurrent attacks ofhypoglycaemia (box 1). In the absence ofdiabetes mellitus and with such a profoundly low blood glucose, an insulinoma is a strong possibility. QUESTION 2 The causes of hypoglycaemia are listed in box 2. Hypoglycaemia is usually the result of problems with antidiabetic treatment, in particular sulphonylureas but also after many years of insulin therapy. In this situation, however, typical symptoms Hypoglycaemia: helpful investigations ramuscularly or subcutaneously if intravenous injection is difficult.
Final diagnosis
In the short-term, treatment can then be continued as follows: prednisolone 10-20 mg daily, together with diazoxide, 5 mg/kg daily in divided doses, (usually 100 mg tid). Diazoxide can cause nausea and vomiting but is useful in managing chronic hypoglycaemia from endogenous insulin secretion. It has no place in acute attacks. Guar gum may also be considered. By affecting carbohydrate absorption, it may 'even-out' peaks and troughs in blood glucose.
In the longer term, surgery is the definitive treatment. Where surgery is high risk or refused, diazoxide may be continued. The use of other drugs is discussed below.
Discussion
A common problem faced by general practitioners and hospital doctors alike is the elderly patient with hypoglycaemia. Such a patient may present atypically with confusion, behavioural changes or 'funny turns'. More serious consequences such as seizures or falls with fractures may result. The confusion and abnormal behaviour caused by hypoglycaemia may be attributed to mental deterioration in the dementing process and result in a decision that nothing can be done. That hypoglycaemia might be a cause may be ignored.
Insulinoma is a pancreatic islet cell tumour of the beta cells. Uncommon at all ages, the median age of presentation is 50 years, 10% of patients are over 70 years and 60% are female. In the elderly, insulinoma presents a difficult diagnostic problem.7
Insulinomas usually occur in the pancreatic tail. More than one may be present and their small size makes detection difficult. They may secrete additional hormones, eg, gastrin, adrenocorticotropin, glucagon, and somatostatin. Symptoms may be present for months or years before diagnosis. Blood 
Conclusion
The causes of hypoglycaemia range from the common, usually antidiabetic drugs but also a number of other drugs not primarily used to lower blood glucose, to the unusual, such as insulinoma. Hypoglycaemia can be fatal. It is vital that it is recognised and treated.
Final diagnosis
Recurrent attacks of hypoglycaemia due to an insulinoma
